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— 445459 8. WiG 10/13/2015 |
NAME OF PROVIDER OR SUPRLIER SYREET ADDRESS, CITY STATE, ZiP CODE
HANGOGK MANGR NURSING HOME ;‘ﬁg’ggfg‘ﬁ a7859
A e SUMMARY STATEMENT OF DEFICENGIES ) PROVIDER'S PLAN QF CORREGTION )
PREMI | {EACH DEFICIENCY MUST gE PRECECED BY FuI, PHREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY QR LS IBENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APEROPRIATE DATE
OEFICIENCY)
Hencock Manar hereby submits this plan of
F 000 INITIAL COMMENTS F 900 correction based upon the findings of a Health
and Life Safety Code recertifleation
During a recertification survey and complaint swvey/complaint investigation conducted by the
Investigation #36872 conduetad on Oettoer Facitle on Geonep g el Cuo
11-13, 2015, at Mancock Manor Nursing Home, (his plan to serve 2 our Credible Allegation of
o deficiancies were cited | relation to the Compliance. The following POC shall nat be
complaint under CFR PART 433, Requiremants constved as an admission of fault a7 sp i
I for Long Term Care Facilltitas, agreement with the findings of no?-cmnpli'anoe, !
The POC s provided pursuant to ederal
F :_4 ! ’ ?;%ggi?ﬁgh%“ CONTROL* PREVENT F441 regulations, which requira an acceptabla plan of
$$=D * | carraction as a condition of continued
[ The azr " .
} Infection it:ontrol Progr?m designed 1o provide & Fad4
| $ate, sanitary and com ortable environment ang .
J 1o help prevent the dgvelopment and transmission " E‘?ﬁ,“‘;ﬁ?}?&ﬁ,ﬂ,’%‘;’;ﬂet
| of disease and Infaction. Coordinator conducted ane-on-one
i diracted edycation with the Charga
{ {8} Infection Contral Program Nurse an October 13, 2015 tagarding
: The facill i preper handwashing during
Program ?n?é':.s m?gﬁ{'ih &n Infoction Cantrol Medication administration ta includa
i (1) Investigates controls, ang . . infectfon cantrol. The Assistant
i 1 the ity ; 0ls, and prevents infections D|rect?r af Nu;slngiﬂ.*gn}_l!mum Da;!azSet
. 1 Coordinator assessed Resident ]
i {2) Decldes what procedures, such as isalation, for signs and symptams of infection on
{ Should ba appliad ta an individual residant and October 13, 2015. , No signs ar
(3) Maintains a record of ineldents and cormective | SYmptams of infection nated. The
. Assistant Director of Nursing/Minirnum
actions related ta infections, Data Sat Coordinator noted the
Medical Diractor and family on
{b) Preventing Spraad of Infection Octc;ger 13, 2015. Y
{1} When the Infection Controt Program 2}  Residents belng care for by that
determines that a resident nesds Issfation to Shorge nurse fioa the potantia e
prevant the spread of infaction, the facility must :,,fd,c& éésﬁ,zn‘;g essessed for
Isolate the ¢ esident, signs and symptoms of Infection by
i (2) The facllity must prohibit emplayees with a the Dirsotor of Nursing, the Assistant
| communicable disease or Infected skin lasions Director of Nursing, and Licensed
from direct contact with residents or their foad, if Nurses on Octobes i ote No ather
direct contact-wily tansmit the diseass, ! f@.‘,;;‘ﬁi;"ﬁ;?;&i"&; infei?iora!:.rf
| (3) The facility Must raquire staff to wash their | medication administration audit to
: hands after each direct residant contact for whieh include infection control was
| hand washing is indicated by accepted ‘ conducted by the Assistant Director of
! Nursing on Licensed Pragtical Nurse
ABORKTORY DIRECTGRS OR PROVIOER/SUPPUER REPRESENTATIVES SIGNATURE TITLE CHEATE
G {re @N —LV‘,,.\‘ oy f2ats—
Al —
o deficlency Sttement anding with an astarisk (‘) denotas a deficiancy which the Insttufion ay ba exauaad ftam covecting praviding T s Getemmined That
’I*I“"' saf"lg"i{gs provide sufllcient protection 1o the patients, (Sea instnyclions.) Excopt for nursing homes. the Tindings stated abave arg distlosably 69 iz 5
Nowing the data of survey whoelhar of nol a plan of COrection is provided, For nyral honies, thha sbova findings and plans of conrettion are disclosabla 14
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STATEMENT OF DEFICIENCIES 1) PROVICER/SUPPLISRICLIA A2} MULTIFLE CONSTAUCTION {%0) DATE guAvEY
AND RLAN OF CORRECTION i IDENTIEICATION NUMBER; i. ;me COMPLETED
2445459 B. WiNG 10/13/2015
NAME OF PROVIDER OR SUPPLIER STREET ADORESS, CITY, STATE, 216 Gope
1423 MAIN STREEY
HANCOCK MANOR NURSING hOmE SNEEDVILLE, TN 47868
&4 1D : SUMMARY STATENMENT COF DEFICIENCIES 1] PROVIDER'S PLAN OF CORREGYION s
{EAGH QEPICIENCY MUST BE PRECEDED BY FL % {EACH CORRECTIVE ACTION SHOULD B mme}nou
F'?ﬁé“ i REGULATORY OR L$G IDENTIFYING mronmn%lm Hrfpe CROSS-REFERENCED TO THE APPROPRIATE OATE
i DEFICIENGY)
: #1 on Qctober 14, 2015, and will e
F 4411 Continued From page 1 F 441 performed weekly for ona monlth.
: : 3)  Licensed Nurses were in-serviced
: professional practice, ¥ regarding praper medication
i . ! administration including Infection ]
i {c) Linens confrol by the Assistant Director of
: Personnel must handle, store, procass and Nursing/Minimum Oata Sat

§ ransport linens 5o as to pravent the spraad of

Coordinator on Qctober 14, 2045,

4)  The Diractor of Nursing andfyr the
Assistant Diroctor of MNursing/Minimum
Data Set Coordinator will conduct
audits of madication administration

inciuding infectien control twics waokly
far s 1)
[ two months, The Direclor of Nursing

review, observation, and interview, the facility
failed to sanltizg gr wash the hands during a
, medication pass far 1 resident (#29) of g

resldents who were obsarved during the
: Medicatlon pass,

T
! The findings includeg:
I

. Ravigw of facility pallcy tnfeetion Contral,

| Standard Pracautions, with nn date, revealed

: .Standard precautions will be ysed in the ¢are

| of all residents Tegardiess to thalr diagnosls or

| Presumed infection Status...” Further review

| fevealed ". Hang hyglene,..wash hands after

 toUching blood, body fiuigs, secretions,

I‘ excrations, and contaminated jlems whether or
not gloves are warn,, follow hand hyglana

| poligy,,.*

|
{ Madical recorg reviaw revegley Resident #29 was
] admitted to the facility an 11/1 313 with diagnosas

Including Alzheimar's Disaase, Musgle
| Weakness, Dementia With Bahaviors, Chronic

'l Renal Disease, Atyjal Fibrillatian, and Pepression

| Observation on 10/12/15 at 8,59 AM, on the 200
{ Hallway, during a medlieation PaEs, revegied

= :!his REQUIREMENT s not met as evkienced
00 ]
Base O taciilly pelicy, medical recorg ,‘

’
!
]
|

|
|

1
]
and/or ASSiSIant Directar of ]
NursingMinimum Data Set }
Coordinator will preaent tha reaults of
these audits af the Mmonthly Quality
Assurance Performance Improvemant
I Meeling X 2 months and audits wii [
i condnue ynfil 100% compllance is '
achleved. Mambers of the Quality
Assurange Performance Imtprovement
Commitea are the Administratar,
Medical Directar, Director of Nursing,
Assistant Director of NursinaMlinimum I
Data Set Cagrdinatar, Business Office
Marager, Social Services Dlregtor,
Actlvities Dlvector, Dietary Managar,
Rehab Services Manager and Plant
Opearations Diractor.

[
f
I The compistion date of the above stated
| 2etions Is Ociober 28, 2015,

f

f
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CENTERS FOR MEDICARE & EDICAID SERVICES CMB NO. 0938-0391 !
) ICIENGIES 1 UPPLER/CLIA {%2) MULTIPLE GONSTRUCTION (X3} DATE sURVEY
iﬁﬁrﬁﬂﬂp gggz%*eﬂréu i E&'ﬁgl%ﬁon NumgeR: A meme COMPLETED
445459 6, WING 104132015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. BTATE, 2P COOE
1423 MAIN STREET
- i OF CORREGTION
(X410 1 SUMMARY STATEMENY OF DEFIGIEMIE?: . - (E:ggggggcm ACTION SHOULE b2 &8 on
| RS, | e o e S e |
F 441 l Continued From page 2 Fa4q,
f Licensed Practical Nurse (LPN) #1 prapared the

madications for Residant #29, Further
; abservation revealed the nyrsa placed the
{ medications in g cup, covered the medication cup
: with another cup, and crushed the medications.
i Continued observation revegled the LPN placed
! the unused medieation SR In the trash container
[ located on the side of the medication cart,
i touched the dirty trash container iid with the

! hands, and di ]
5 after tauching the trash container ild, Further

i nurse entered the froom
and without washing or santizing the hands,
administerad the orar medications and than
administered eya drops {a the rasident with
unglaved and unsantizied hands.

Intarview with LPN on 10/12/15 at 9:01 AM, in
the 200 Wing Haltway, confirmed the nurse falfed
tQ 3anitize or wash the hands after touching the
| dirty contaminated trash comtainer lid and prior to
| administaring the aral Medications and aye dops
[! to the residant,
! Intarview with the Diregior of Nursing (QON), who
- 15 the faclity's Infaction Control Prgventlonist, on
11012115 at 9:10 AM, In the DON's office,
| confirmed the nurse falied to follow the faclfity's
. Pollcy regarding hang hygiena.
i

l

i
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